'pleomorphic' histological groupings (AlboresSaavedra et al. 1963 , Horn & Enterline 1958 .
A review of our cases emphasizes that these tumours, in their clinical presentation, response to treatment and prognosis, are indistinguishable from the larger group of soft-tissue tumours in general. The age spread is equally wide; the distribution is similar; the tumours may be small or large, soft or hard; the speed of evolution varies from the very slow to a hurricane swiftness; the mode of spread is unspecific and the prognosis equally variable. Six patients survived five years, and 3 of them are still living disease-free. In Infection of the urinary tract is a common and recurring condition affecting over 1 % of schoolgirls (Kunin et al. 1964 ) and perhaps as many younger children (Randolph & Greenfield 1964 , Lincoln & Winberg 1964 .
Although frequently dismissed as benign, urinary infection may be the first sign of underlying urinary tract abnormality and follow-up studies indicate the serious risk of later ill health and early death. Steele et al. (1963) found that of 72 children admitted to hospital with urinary infection only half were alive and well eleven to twenty years later: 18 % had died, 8 % had chronic progressive renal disease and 22% had persistent urinary infection.
The tendency to recurrence and the potentially grave outcome impose an obligation on the pediatrician to exercise meticulous care in the management of these children. In our experience, this requires in every case full radiological assessment of the urinary tract with intravenous pyelography (IVP) and micturating cystourethrography (MCU) at the outset, after control of the presenting infection. Obviously, this demands confidence in the diagnosis of the infection, necessitating careful attention to the techniques of urine collection and examination (Brumfitt & Percival 1964 , Houston 1963 whom radiological chronic pyelonephritis was found is related to the age at which the diagnosis of reflux was made. There is a higher incidence of renal scarring in the older children tracts; in these the reflux would have been overlooked had the MCU been omitted. The remaining 20 had an abnormality such as a duplex kidney, without renal scarring.
Most impressive was the high incidence of chronic pyelonephritic scarring in children under 12. Reflux was even comm6ner, and was present in one-third of all the children. It was associated with renal scarring in all the 28 children with chronic pyelonephritis in whom the initial MCU was performed under the age of 12. The close association of these findings is well established (Hodson & Edwards 1960 , Hutch et al. 1963 , Williams & Eckstein 1965 . We believe the link to be infection, reflux providing a route for its ascent to the kidney and a bladder residue for bacterial multiplication. This is supported by the observation that with increasing duration of symptoms there is a rise in the incidence of scarring (Smellie et al. 1964 ) and most children with normal or unscarred kidneys in the presence of reflux were discovered on investigation of a presumed first infection .
In Fig 1 the age at diagnosis of reflux is related to the presence of radiological chronic pyelonephritis. We suggest that the increased incidence of scarring among the older children with reflux is related to their longer exposure to the risk of recurrent infection. All but one of those with renal scarring gave a history of proved or likely previous infection.
Management
We maintain all children on continuous chemotherapy for six to twelve months following control of the acute infection. Antibacterial treatment is continued indefinitely if significant abnormality of the urinary tract is found. This is particularly important in children with reflux, for if infection is a major factor in the development of chronic pyelonephritis, then its control by prolonged chemotherapy and triple micturition should permit normal renal growth without scarring. We know that recurrent infection can be greatly reduced by this means (Normand & Smellie 1965) . A long period of follow-up study is needed to determine whether the young child with reflux, maintained free from infection, can survive childhood with normal kidneys. We already have the encouragement of observing normal renal growth over a limited period in a number of these children. This follow up will also elucidate the effect of different degrees of reflux upon the kidney.
Space does not permit consideration of the role of surgery in obstructive and other lesions, but it is clear that the planning of optimal management of children with urinary infection will be achieved only by the closest co-operation between pediatrician and radiologist. 
